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Abstract
Religious leader is a figure who is believed to have the gift of healing. A person with illness will follow any advice the religious leader gives for his/her recovery.
Based on the phenomenon, religious leader is a potential local figure to give support for individuals at risk of human immunodeficiency virus (HIV) and
acquired immune deficiency syndrome (AIDS). This study aimed to determine factors related to religious leader’s support toward individuals at risk of HIV and
AIDS to attend voluntary counselling and testing (VCT) service. This study was an observational analytical with cross-sectional design. The population of this
study was religious leader in Kupang City. The sample size was 70 people selected through random sampling technique. The data were collected using ques-
tionnaire and analyzed using chi-square and multiple logistic regression test. Factors significantly related to the religious leaders supports’ for individuals at
risk of HIV and AIDS to get VCT were knowledge (OR = 9.01; 95% CI = 1.73 - 47.07), servant leadership (OR = 11.67; 95% CI = 2.44 - 55.84, trust (OR =
11.55; 95% CI = 2.35 - 56.70) and perception (OR = 6.12; 95% CI = 1.26 - 29.71). Social capital had no significant effect on the religious leader support’s (OR
= 1.06; 95% CI = 0.22 - 5.12). It is necessary to improve religious leader’s knowledge of HIV and AIDS.
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Introduction
The number of human immunodeficiency virus
(HIV) and acquired immune deficiency syndrome
(AIDS) cases in Indonesia in 2016 reached 319,103. The
number was greater than the number in 2015 which re-
ached 268,185 cases.1 Cases of HIV and AIDS have been
found in throughout Indonesia and the number increases
every year.2 The cumulative number of HIV and AIDS
cases in East Nusa Tenggara Province increased from
4,056 cases in 2015 to 4,581 cases in 2016.3 The incre-
ase is the reason that HIV test is very important as the
first service of preventing HIV and AIDS transmission.4
HIV test is an essential entry point for prevention, care,
support and treatment services.5
The lack of information about HIV and lack of sup-
port to utilize voluntary counselling and testing (VCT)
services was a major factor of behavior of people at risk
to have HIV test.5 The study was supported by a study
which showed that willingness and social support affect -
ed a person’s behaviour.6
Revealing individuals at risk of HIV/AIDS and provi-
ding support for them to attend VCT service can basically
be done by the community, given that HIV/AIDS cases
in East Nusa Tenggara Province are found in children
and housewives. The trend continues to increase with
the increase in the number of children infected with
HIV/AIDS as many as 103 in 2015 to 115 in 2016. As in
housewives, the number reaches 1,011 in 2016, increa-
sing from 970 in 2015.7
Some of East Nusa Tenggara Province communities
are very dependent on religious leaders in addition to he-
alth workers. Religious leader is a figure who is believed
to have the gift of healing and be able to help individuals
overcome the struggles of life. The people believe that
religious leaders have the gift to help them repent and li-
ve a better life. The ministry performed by religious lea-
ders is the service of love so as to make people feel com-
fortable and not judged when they want to recover.
Church leaders, pastors and congregations had the
power of doctrine, caring, and mental recovery, using
their beliefs in supporting people with HIV/AIDS. It en-
courages this study to prove that religious leaders in East
Nusa Tenggara Province also have the power to be em-
powered in health programs.8,9
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People were willing to follow the advice delivered by
church ministers regarding HIV prevention. To the com-
munity, church minister is a very trusted person greatly
accepted by the local community.10
Religious leader’s support is the availability to give
encouragement to individual at risk HIV/AIDS to attend
VCT service. These support can be emotional, informa-
tion, appraisal and instrument support. Religious leader’s
support was influenced by the variables of motivation,
emotional engagement, knowledge, skills, confidence,
leader ship and community support.11-13 Social support
by utilizing one's leadership in running a program affec-
ted the program’s sustainability.14 In addition to leader-
ship, social capital factors consisting of trust, norms and
networking are the theoretical foundations to consider
in making various activities aimed at building society.15
The aim of this study was to to determine the related fac-
tors of religious leader supports’ for individuals at risk of
HIV/AIDS to attend VCT services in East Nusa Tenggara
Province.
Method
The study was conducted in Kupang, the capital city
of East Nusa Tenggara Province with the highest
HIV/AIDS cases compared to other districts/cities.
Kupang population in 2016, according to the the
Provincial Statistics of East Nusa Tenggara, amounted to
384,112, consisting of 196,602 male and 187,510 female.
Kupang population is mostly migrants who make a living
as a taxi driver, motorbike taxi driver, trader, fisherman,
farmer and construction worker.16 HIV/AIDS cases were
found in any village in Kupang. Most of the cases were
found in house wife. There were 11 primary health care in
Kupang, supported by 34 subsidiary primary helath care
spread across the sub-districts. VCT services cannot be
conducted at the primary helath care so that HIV/AIDS
patient should be referred to the local hospital. There we-
re three hospitals that provide VCT services. In general,
individuals who do VCT are referred by non-governmen-
tal organization (NGO) and health workers. It has to be
noted that NGO may not run their HIV/AIDS program
in Kupang for long.
This study was an observational analytical study with
cross-sectional design to determine the effect of know-
ledge, leadership in serving, social capital, perception and
trust on religious leader’s supports. The data were collec-
ted through interview using questionnaire to examine the
knowledge, consisting of multiple choice of 'true / false',
social capital, leadership in serving, perception, trust and
religious leaders supports’, referring to likert scale. The
duration of the interview was not longer than 30 minu-
tes.
Validity and reliability tests of the questionnaire were
conducted to 30 respondents in Soe, South Central Timor
District. The validity test performed was correlation test,
if the value of corrected item total correlation > 0.361,
the statement was said to be valid. The coefficient value
was said to be reliable if Cronbach alpha > 0.60.17
The population of the study was religious leaders re-
gistered in the prayer fellowship at the East Timor
Evangelical Church, Kupang. There were 70 Masehi Injil
Churches in Timor (Gereja Masehi Injil di Timor / GMIT)
in Kupang. Each church commonly has two religious lea-
ders. Prayer service is performed regularly once a week in
prayer meeting which is open for anyone. If a sick person
needs prayer service other than the one in the schedule,
religious leaders are willing to pay a visit to their house to
give a prayer service.
The sample size was determined through hypothesis
test where large sample based on two population propor-
tion.18 Based on the description of the formula by Hulley,
et al.,19 the sample size (n) obtained was 70 people. The
initial step of determining sample was sampling frame to
160 religious leaders and followed by random sampling
to select 70 religious leaders. Random sampling was also
conducted to select three individuals who had been served
by religious leaders within the previous month (December
2015) and other three people representing the community
located in the same village as the religious leaders. The
measurements for trust, perception and leadership in ser-
ving were derived from the mean value of three individu-
als served by religious leaders. The measurements for
knowledge and religious leaders’ supports were derived
by directly addressing the religious leaders. While, the
measurement for social capital was obtained from the
mean value of three religious leaders’ closest neighbors. 
The study was conducted in August 2015 - May 2016.
In order to measure the variables of knowledge and reli-
giuos laeders’ supports, questionnaire was distributed to
a total of 70 religious leaders. As for measuring trust, le-
adership in serving and perception, questionnaire was to
be filled in by individuals who had been served by religi-
ous leaders. Questionnaire regarding social capital was
addressed to communities living close to the religious le-
aders. 
The method of data collection used in this study was
distributing questionnaire to collect the data on health li-
teracy, leadership in serving, social capital, perception,
trust and religious leaders supports’. The questionnaire
for collecting the data on knowledge consisted of ques-
tions to be answered by 'true / false'. Variables of social
capital, leadership in serving, perception, trust and religi-
ous leader supports’ referred to likert scale modifica-
tion.20
Questionnaire on knowledge consisted of 16 questions
in which each correct anwer would be given score 1 while
each wrong answer would be given score 0. Questionnaire
on religious leaders supports’ consisted of 8 statements,
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questionnaire on social capital consisted of 13 statements,
questionnaire on leadership in serving consisted of 19 sta-
tements, questionnaire on perception consisted of 5 sta-
tements and questionnaire on trust consisted of 5 state-
ments. Scoring was based on Likert scale with 5 choices
of answers. For favorable questions, the option ‘strongly
agree’ had a value of 5, the option ‘agree’ had a value of
4, the option ‘neutral’ had a value of 3, the option ‘dis -
agree’ had a value of 2 and the option ‘strongly disagree’
had a value of 1. For unfavorable questions, the option
‘strongly agree’ had a value of 1, the option ‘agree’ had a
value of 2, the option ‘neutral’ had a value of 3, the option
‘disagree’ had a value of 4, and the option ‘strongly di-
sagree’ had a value of 5.
The assessment proceeded by using the midpoint score
criteria, e.g., the highest score - the lowest score then the
result is divided by 2. If the value obtained is less than the
midpoint score, it is categorized as ‘poor' and if the value
obtained is greater than the midpoint score, it is categori-
zed as ‘good'. If the highest score of knowledge is 16 and
the lowest score is zero, then the  midpoint score for
knowledge is 8. Knowledge is categorized as good if the
value is > 8, religious leaders supports’ is categorized as
good if the value is > 16, leadership in serving is catego-
rized as good if the value is > 38, social capital is catego-
rized as good if the value is > 26, perception is categorized
as good if the value is > 10, and trust is categorized as
good if the value  is > 10.
Multivariate analysis was conducted to analyze the
effect of knowledge, leadership in serving, social capital,
perception and trust on religious leaders’ supports.
Multivariate analyis using multiple logistic regression was
performed on variable that showed p-value < 0.25 during
bivariate analysis with chi-square test. Ethical clearance
was obtained from the Faculty of Public Health,
Universitas Airlangga, Indonesia with serial number 441-
KEPK. A written informed consent was received from all
religious leaders. 
Results
The results of distributions’ frecuency in Table 1 sho-
wed that 51.4% respondents are females and 85.7% res -
pondents went to senior high school or higher. Then
71.4% respondents were over 40 years old and were
housewives/retirees. For independent variables, respon-
dents’ leadership in serving, trust, perception and social
capital were mostly in good category. However, the
knowledge of 57.2% respondents was in poor category.
Table 2 shows respondents’ characteristics do not
contribute on religious leaders’ supports. Thus, it can be
concluded that the characteristics of respondents are not
an interference factor. The factors related religious lea-
ders’ supports indicated that all variables were related to
the religious leaders supports’. Servant leadership has
the highest odd ratio (OR) value.
However, the results of multivariate analysis in Table
3 showed that social capital was not related to religious
leaders’ supports (OR = 1.062; 95% CI = 0.223 - 5.125).
While, in bivariate analysis, social capital variables have
a relationship with religious leaders’ supports (p-value =
0.01; 95% CI = 1.31 - 9.83). On the other hand, know-
ledge, leadership in serving, trust, and perception were
related to religious leaders supports’. The variable of le-
adership in serving had a greater likelihood of 11.67 ti-
mes to religious leaders supports’ for individuals at risk
of HIV and AIDS to attend VCT (OR = 11.662; 95% CI
= 2.436 - 55.838), the relation was stronger than the
ones’ of other variables.
Discussion
The results of this study indicated that good know-
ledge could increase religious leaders supports’ for indi-
vidual at risk of HIV to attend VCT service. Knowledge
is information relating to risk factors of HIV transmis-
sion, prevention and VCT behavior. The component of
religious leaders supports’ is the providing information
on HIV transmission, motivation, assessment and real
assistance for VCT.
One will first find out about HIV information before
he decides to provide support to others to do VCT. The
Table 1. The Distribution of Respondents’ Frequency Based on
             Characteristics and Factors of Religious Leader’s Supports
Variable                                              Category                   n = 70         (%)
Respondent’s characteristics
      Sex                                                Male                            34             48.6
                                                            Female                         36             51.4
      Age                                                < 40 years                    20             28.6
                                                            > 40 years                    50             71.4
      Occupation                                    Employed                    20             28.6
                                                            Unemployed                50             71.4
      Education                                      < Senior high school    10             14.3
                                                          > Senior high school    60             85.7
      Ministry                                        < 5 years                      16             22.9
                                                            > 5 years                      54             77.1
Factors of religious leaders’s support
      Knowledge                                     Poor                             40             57.2
                                                            Good                           30             42.8
      Social capital                                 Poor                             28             40.0
                                                            Good                           42             60.0
      Leadership                                     Poor                             29             41.4
                                                            Good                           41             58.6
      Perception                                     Poor                             31             44.2
                                                            Good                           39             55.7
      Trust                                              Poor                             30             42.9
                                                            Good                           40             57.1
Support
      Information support                      Poor                             38             54.3
                                                            Good                           32             45.7
      Emotional support                         Poor                             31             44.3
                                                            Good                           39             55.7
      Appraisal support                          Poor                             32             45.7
                                                            Good                           38             54.3
      Instrumental support                     Poor                             37             52.9
                                                            Good                           33             47.1
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information includes information related to the benefits
of VCT, whether VCT harms or benefits others.
Knowledge is the foundation for religious leaders to en-
gage in various humanitarian activities. In general, religi-
ous leaders’ knowledge on HIV and AIDS was poor.
Most respondents had their answers wrong for questions
on risk factors of HIV transmission. According to the re-
ligious leaders, HIV was transmitted not only through
unsafe sex but also shaking hands, clothes and other per-
sonal stuffs. The religious leaders answers relating to stig-
ma were generally good. The religious leaders accepted
and treated anyone with love. Religious leaders’s positive
perception on individuals at risk of HIV and AIDS was
in line with the religious leaders to give support to attend
VCT and was in good category. Knowledge and accep-
tance of individuals at risk of HIV and AIDS provided
the basis for religious leaders to provide support for in-
dividuals at risk of HIV and AIDS.21
Knowledge is individual's ability to understand and
communicate health related information and make deci-
sions related to the information.22 One’s knowledge will
encourage strategic measurement to promote health i -
ssues across sectors. A study in West Virginia proved
that good knowledge could encourage community to ha-
ve a safe sex.23 Knowledge is one dimension to realize
social support.24 Social support is a condition in which
one has the skills, knowledge and power to take action to
help themselves and influence the lives of others as an
HIV preffention effort among sex workers. The conclu-
sion of the study showed that the better the knowledge,
Table 2. Bivariate Analysis of Factors Related to Religious Leader’s Support toward Individual at Risk HIV/AIDS to 
              Attend Voluntary Counselling and Testing Service
                                                             Religious Leaders’ Supports
Variable           Category                          Poor                       Good                    OR                   95 % CI              p-value
                                                                
                                                            n            %              n         %
Sex                  Male                           15         21.5            19      27.1               0.882               0.344 - 2.262           0.794
                        Female                        17         24.3            19      27.1
Age                  < 40 years                     9         12.9            11      15.7               0.960               0.339 - 2.722           0.940
                        > 40 years                   23         32.8            27      38.6                        
Occupation      Employed                     7         10.0            13      18.6               0.538               0.184 - 1.575           0.255
                        Unemployed               25         35.7            25      35.7
Education         < Senior high school     5           7.1              5        7.1               1.222               0.320 - 4.667           0.769
                        > Senior high school   27         38.6            33      47.2
Ministry           < 5 years                       8         11.4              8      11.4               1.250               0.409 - 3.821           0.695
                        > 5 years                     24         34.3            30      42.9
Knowledge       Poor                            26         37.1            14      20.0               7.429             2.459 - 22.443           0.001
                        Good                            6           8.6            24      34.3
Social capital    Poor                            18         26.1            10        7.0               3.600               1.318 - 9.831           0.011
                        Good                          14         20.0            28      40.0                        
Leadership       Poor                            23         32.8              6        8.6             13.630             4.257 - 43.638          0.001
                        Good                            9         12.9            32      45.7                        
Perception        Poor                            21         30.0            10      14.3               5.345             1.915 - 14.919          0.001
                        Good                          11         15.7            28      40.0
Trust                Poor                            23         32.8              7      10.0             11.317             3.673 - 34.875           0.001
                        Good                            9         12.9            31      44.3                        
Notes: OR = Odds Ratio, CI = Confidence Interval, Level of significant < 0.05
Table 3. Multivariate Analysis of Factors related to Religious Leader’s Support toward Individual at Risk HIV/AIDS to 
              Attend Voluntary Counselling and Testing Service
Variable           Category             β                      SE                p-value            Adjusted OR                    95% CI
Knowledge         Poor                                                                                                 ref
                          Good             2.199                 0.843               0.009                   9.018                     1.728 - 47.066
Leadership         Poor                                                                                                 ref
                          Good             2.456                 0.799               0.002                 11.662                     2.436 - 55.838
Perception          Poor                                                                                                 ref
                          Good             1.812                 0.806               0.025                   6.122                     1.261 - 29.716
Trust                  Poor                                                                                                 ref 
                          Good             2.446                 0.812               0.003                 11.546                     2.351 - 56.707
Constant                                 -4.457                                         0.001                   0.012                                             
Notes: SE = Standard Error, OR = Odds Ratio, CI = Confidence Interval, Ref = Reference
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the  better the religious leaders’ support to engage in HIV
 prevention activities.25,26
The results showed that social capital did not affect
the improvement of religious leaders’ support for
 individuals at risk of HIV and AIDS to attend VCT. This
study showed such results because, statistically, the
 respondents’ answers were very homogeneous, most
 answers were in good category and good enough catego-
ry, so that it influenced the results of statistical analysis.
The homogeneous data indicated that social capital did
not affect religious leaders’ support. The results are in li-
ne with the study by Richards and Reed,27 conducted on
volunteers in the United Kingdom which concluded that
social capital did not always have a positive effect on the
empowerment of volunteer. The potential and interaction
of fellow volunteers could actually be used to develop the
social capital that existed in their environment. Study in
Tanzania also proved that social capital negatively affec-
ted ones’ efforts to prevent HIV.28
The results of this study indicated that leadership in
serving was a factor that could improve religious leaders
supports’ for individuals at risk of HIV and AIDS.
Religious leaders’ leadership in serving was manifested
from their spiritual capital. Spiritual capital is religious
leaders’ spiritual life associated with the life of prayer,
the contemplation of the word of God, fasting and activi-
ties of a personal relationship with God. The results of an
intimate personal contact with God give a message to re-
ligious leaders to serve others with love and humility. The
calling to serve is a factor for religious leaders to provide
support for individuals at risk of HIV and AIDS.29 The
religious leaders’ gift of healing is a blessing to others.
This is the basis for religious leaders to provide support
for individuals at risk of HIV and AIDS.30
Religious leaders are able to help others understand
problems and see the problems thoroughly, awake and
change others by giving rational reasons.31 The ability to
persuade is also reflected in the ability of religious leaders
to persuade individuals to achieve noble goals, not only
in daily activities, but also in the long run.32 The results
of this study are also in line with the study by Benawa,33
in Jakarta which indicated that the relationship with o -
thers based on faith would affect a one’s empowerment
to be involved in giving support to others. Religious lea-
ders’ leadership in serving is a leadership that comes from
a sincere feeling to serve. The motivation to serve is that
the needs of others can be met, e.g., making them more
mature, healthy, free, and independent. Social support
by utilizing one's leadership in running a program will
ensure the sustainability of the program to last long-
er.14,34
A study conducted by Campbell, et al.,35 showed that
one relied on religious leader for keeping secrets, so that
they would be open regarding their personal life and were
willing to do what the religious leader told them. One’s
perception of a health program would affect one’s confi-
dence to engage to the program.36,37 Perception of HIV
affected one’s confidence to protect themselves from
HIV.38 The trust that one receives is one of the factors of
the realization of social support.35 The relationship
between religious leader and the individual being served
is a trust-based relationship. The trust gained from the
individual being served becomes the basis for religious
leader to engage to the lives of the individuals. One has
the willingness to share their problems and follow any
advice only from those they trust.39 This condition makes
religious leaders want to get more involved to help indi-
viduals solve their problems. Trust gained by religious le-
aders affected the realization of supporting for individual
at risk HIV and AIDS to attend VCT service. The greater
the trust gained, the greater the supporting of religious
leader. 
The strength of this study is finding potential commu-
nity-based leaders who can be empowered to support in-
dividuals at risk of HIV and AIDS to attend VCT service.
The things to note to avoid bias is when looking for a re-
ligious leader with special gift according to people's per-
ceptions. Deeper information from the community is very
important to obtain, so that it is not wrong to determine
whether the person is truly a religious leader with the gift
of healing from God.
Conclusion
Good leadership in serving, knowledge, trust and per-
ception from community’s assesment are the potentials
of religious leaders to support individuals at risk of HIV
and AIDS to attend VCT service. In addition, knowledge
of religious leader is a factor that contributes to providing
support for people at risk of HIV to attend VCT service.
However, there are still many religious leaders with poor
knowledge, so efforts need to be made to increase know-
ledge related to HIV and AIDS. Efforts are made such as
training and involving religious leader in HIV prevention
programs.
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